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Dr R. W. M. Frater (Bronx, NY).With respect to what I under-
stand to be your diagram of a full rigid ring, in fact there aren’t any
full rigid rings that have a curved portion at the base of the anterior
leaflet. So this is basically a false concept. There is not a rigid ring
that has that kind of shape. Rigid rings have a straight line there. In
fact, it is a straight line in rigid rings from one trigone to the next. So
I grant you that a rigid ring does significantly affect the outflow
tract, it stops the normal motion of the subaortic curtain toward
the mitral muscular annulus, but it isn’t shaped like that. So I think,
you know, you need to be accurate if you want to compare rigid
rings with partially rigid rings.
I gather that you are saying, and I agree with you completely
here, that there is a motion in this direction and that it changes
that angle. I think it has very little to do with how the mitral valve
closes, however, for the simple reason that the mitral valve anterior
leaflet hinges across this line. It doesn’t hinge up here. It hingesThe Journal of Thoracic and Carhere. So this motion helps to make the annulus smaller but does rel-
atively little to the coaptation area of a normal mitral valve.
I am sorry to be so critical, but I hope you perceive these as ques-
tions and perhaps can answer them.
Dr Itoh. Thanks for the comments. I completely agree with you
about the ring shape. When I look at the Physio ring or whatever we
have, the shape of this portion is definitely straight, but this is kind
of exaggerated. So I don’t mean to make this kind of curve.
Also, the contribution of this normal intrinsic motion to the S-L
reduction and also mitral annular area is, as you pointed out, kind of
little and it doesn’t probably matter. It might be true, but when I cal-
culated S-L reduction as well as the mitral annular area, which is in
the article, this motion contribution is calculated as half of the nor-
mal amount of the physiologic 13% reduction. If we could preserve
all this natural intrinsic function, I believe it might help lifelong,
like perfect mitral valvuloplasty, which Dr Carpentier mentioned
yesterday; he always prefers the patient not to need further surgery
for 20 or 30 years. Of course, his long-term results are totally sat-
isfactory, but there might be something we can do here.
Dr Gus J. Vlahakes (Boston, Mass). In the graphics in the pre-
sentation, you are modeling the saddle-horn region as flat. In fact, is
it not curvilinear toward the posterior annulus as a result of the an-
terior bulging? From your article and from your presentation, it ap-
pears that your model represents this region being flat and in
a single plane.
Dr Itoh. Yes, you are right. This is not a plane. So the plane
shown is just a best-fit plane. Of course, all the saddle-horn is
more bumpy and an irregular shape. Yes, this is just a calculation.
Dr Vlahakes. The line where you are measuring the angle also
corresponds to where basal strut chordae may insert. Do you think
they have any function in creating this phenomenon that you have
observed?
Dr Itoh. That is a good question. We actually didn’t calculate
any strut chordae. We do have markers on the papillary muscle
tip and the basal chordae, but we didn’t think about that kind of ad-
ditional function of the second-order chordae. So that might be
a good suggestion for our future calculations. Thank you very
much.
Dr John S. Ikonomidis (Charleston, SC). I think this article is
interesting because it illustrates some of the interesting interactions
between the aortic root and the aortomitral continuity, which is
something that I don’t think we think about a lot. But stepping
away from the mitral valve for a second, I wonder if you would
care to comment on the effect of aortic root replacement on the mi-
tral valve? You are suggesting that F is related to aortic root dila-
tation during isovolumic contraction of the LV; therefore, what is
the long-term effect on the mitral valve if you replace the aortic
root and presumably take away that change in F?
Dr Itoh. That is a very interesting subject, I think. Dr Miller al-
ways does the aortic root operation, cinch down the aortic annulus,
but of course, when you cut all the sinuses of Valsalva and put the
artificial graft, you are going to flatten the configuration of the aortic
root. So it might affect mitral valvular motion, and that is also going
to be in our future study.diovascular Surgery c Volume 138, Number 5 1099
